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Medical récord review of a laboratory report dated
Oclober 24, 2011, revealed " Potassium 3.0 L
(low)...Reference Range...3.5-5.0.."

Medical record review of a Physician's Order
dated October 24, 2011, revealed, "...Extra KCL
(Potassium Chloride) 40 mEq (millisquivalent) x 1
today...(Increase) KCL to 20 mEq po (by mouth)
qd (everyday)...

Medical record review of the October, 2011,
Medication Administration Record revealed no
documentation the KCL was administered on
October 24, 2011.

Medical record review of a laboratory report dated
November 29, 2011, revealed “...Basic Metabolic
Panel...Potassium 2.8...Reference '
Range...3.5-5.0...Magneslum 1.7...Reference
Range...1.7-26..."

Medlcal record review of a Physician's Order
dated November 29, 2011, at 8:00 am., revealad,
" KCL 40 mEq po Q 6 hrs x 4 doses. Repeat K
level (after) 4th dose. Then resume KCL 20 mEq

po qd.."

Medical record review of the Medication
Administration Record dated November 1, 2011
through November 30, 2011, revealed no
documentation the Potassium Chloride 40 mEq
was administered on November 29, 201 1, at 9:00

a.m,, and 3:00 p.m.

Interview on March 14, 2012, at 1:35 p.m., with
the Director of Nursing (DON}), in the DON's
office confirmed no documentation the Potassium
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Chloride was administered on October 24, 2011,
and November 29, 2011, at 9:00 a.m., and 3:00
p.m.
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